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Larkin Responds

Johnson rightly notes that efforts to com-
bat domestic violence must be multifaceted;
my coauthors and I agree. Indeed, we have been
actively providing screening and advocacy
services for female victims of partner violence
for some 5 years, and we have emphasized ed-
ucational, motivational, and cultural compo-
nents of our program from the outset. Asser-
tions that this multivalent approach was
“simplistic” are unfounded; recurrent feed-
back, education, policy, and governance over an
extended time gradually clarified responsibil-
ities and empowered nurses to screen long be-
fore they were required to do so.

It is important not to further misread our
study, however, by alleging that there might be
negative consequences to an intervention that
worked. The program increased rates of screen-
ing from 29.5% to 72.8% and removed biases
against psychiatric and nighttime emergency
department attendees. In addition, we confi-
dentially surveyed nurses in this cohort to see
if any had experienced negative repercussions
from the intervention.

Of 22 respondents, 2 reported active ex-
posure to domestic violence, but neither felt
that this exposure impaired their workplace
performance. To the contrary, the most ardent
supporters of screening were nurses with past
exposure to interpersonal violence. Perhaps we
are oversubscribed to the notion of the
“wounded healer” in each of us, but it seems
that when we touch this most vulnerable part
of ourselves, we can most humanely, sensi-
tively, and lovingly care for the patients who
need us most.

Admittedly, nurses in the throes of inter-
personal violence may not screen effectively
for violence—or for any other clinical malady,
for that matter. By establishing a supportive
culture, we can better assist both employees
and patients. If providers cannot perform cer-
tain lifesaving duties, for whatever reason, they
should be either supportively empowered to do
so or temporarily relieved of their duties. Iden-
tifying victims of interpersonal violence is a
lifesaving duty. Giving staff who cannot com-
fortably perform their duties opportunities to
either alter their performance or find employ-
ment elsewhere protects both professionalism
and patient safety. Matching duties, talents, and
interests fosters excellence, not punishment.

Perhaps certified emergency nurses are
an elite corps; many are called, few are cho-
sen. Those who have been raped must do rape
exams; those who have had miscarriages,
pelvic exams; those who are parents must con-

sole parents bereaved by sudden infant death
syndrome. Emergency department nurses con-
stitute the fabric of the vital health care safety
net; they are intimately familiar with the vio-
lence that bloodies the American landscape.
They endure the sights, smells, sounds, and
stories of a defiled nation; their role as wounded
healers, in fact, is one of their greatest strengths,
not a weakness.
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Further Thoughts on
Burden of Disease Methods
in Pakistan

Hyder and Morrow1 apply burden of dis-
ease methods to Pakistan in an attempt to com-
bine country-specific information on mortality
and on nonfatal health outcomes to summarize
population health in a single measure, healthy
life-years (HeaLYs). While we support the ap-
proach in general, the choice of 82.5 years
(achieved by females in Japan) as the standard
for life expectancy, “based on a normative con-
cept of the healthy life that a person should
achieve with present knowledge and access to
modern health care,”2 is debatable. Life ex-
pectancy at birth for countries of the Eastern
Mediterranean region is currently much lower
(65.3 years on average for females3), and it will
remain so for the foreseeable future. Also, the
use of disability severity weights developed by
the Ghana HealthAssessmentTeam in the Pak-
istani context assumes that these 2 countries
possess similar normative concepts of health
and that valuation procedures adopted in Ghana
would produce the same weights for selected
conditions in Pakistan.

We also question the relevance of juxta-
posing disability-adjusted life-year (DALY) es-
timates for the Eastern Mediterranean region
with HeaLYs for Pakistan, as this is really com-
paring 2 different measures for 2 different pop-
ulations. Either one should compare the 2 meth-
ods for the same population or one should
compare the 2 populations by the same method,
as each of the 2 measures relies on its own set
of ethical assumptions and value judgments.

There are ways to focus this approach to
assist in priority setting, at least for public health
purposes. In particular, the traditional disag-
gregation of conditions for epidemiologic pur-

poses is not so directly relevant to their aggre-
gation for intervention purposes. For example,
the vaccine-preventable diseases tetanus,
neonatal tetanus, measles, polio, pertussis, and
diphtheria together account for 17.38 HeaLYs.
If tuberculosis is added (vaccination being the
principal method of prevention in most devel-
oping countries), the total is 53.12 HeaLYs.
Similarly, circulatory conditions such as hy-
pertension, ischemic heart disease, diabetes,
cerebrovascular disease, and chronic renal dis-
ease can be combined on the logic that effec-
tive and affordable interventions for these con-
ditions are programmatically very similar at
the health promotion and primary prevention
levels. Aggregated, these conditions account
for 64.17 HeaLYs.

Finally, both HeaLYs and DALYs can be
broadly typed as measures of the “health gap,”
that is, they quantify the difference between
current conditions and a selected norm for pop-
ulation health.4 Neither summarizes health in-
equalities in populations, a critical element in
determining health policy and planning and
evaluating health systems.
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Hyder and Morrow Respond

We welcome the letter from colleagues
working in Pakistan and appreciate their inter-
est in the application of burden of disease meth-
ods.1 The points raised by Nanan and White
are important and deserve further explanation
and careful consideration. The use of com-
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posite indicators, such as HeaLYs and DALYs,
to provide a common denominator for use in
burden of disease analyses involves issues of
measurement (incidence, disability, mortality,
and life expectancy) and issues of value (life
lived at different ages, life lived at different
times, and how life is used [social-economic
productivity]).

The choice of a particular value depends
on the purpose of the analysis.1 For interna-
tional comparisons, the use of current “best”
life tables would seem the clear choice; other-
wise, populations with short life expectancies
would appear to lose less than those with long
life expectancies and therefore would com-
mand fewer resources to improve their health
status. A case might be made for use of local
life tables for resource decisions if there were
differential benefits for specific interventions
when there were important differences in dis-
ease patterns. However, empirical studies have
shown that even large differences in the life ta-
bles used make little difference in relative cost-
effectiveness decisions.2

The choice of disability-severity
weights is a choice in the HeaLY method,
and there are none available for Pakistan.
The use of the Ghana weights was therefore
deemed a good starting point. Specific con-
ditions may deserve special consideration in
each country; for example, in Ghana, infer-
tility in a woman was a devastating loss,
whereas it might not be so serious else-

where.3 Our article was intended as a start-
ing point to stimulate further work in this
area.

We agree that we compared different
methods for different populations, but we went
to some length to explain the differences in an
effort to draw useful and reasonable conclu-
sions. At present this is the best information
available.

We agree on the need to further focus this
approach for priority setting, and we believe
this is the main justification for use of a com-
posite single summary indicator; there are,
however, many ways to do this, depending on
the objective. What is clear is that burden of
disease estimates can be used for intervention
planning and to inform policy decisions.3 The
assessment of healthy life lost allows for im-
portant nonfatal health outcomes to be right-
fully counted in such decisions.

Measurement of health inequalities in a
population is certainly critical for the devel-
opment of health policies and interventions.4

Recent proposals have focused on specific in-
dicators for such a purpose—measures of in-
equalities and measures of spread. HeaLYs dis-
aggregated by sex, age, social status, ethnicity,
vulnerability, and other relevant characteristics
will be able to provide information on in-
equalities within a population or over time.

Finally, we reiterate that the use of any
method depends on the objective at hand and
on the quality of data available. The biggest

challenge for health policy and planning in
countries such as Pakistan is the lack of good
data. It is time to confront that challenge.
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